










































































































care. However, new models of organizations emerge that could, together with the
current financial difficulties faced by the health system, represent a real threat
and at least a challenge for their future.
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etour à domicile de patients dépendants sortant d’un
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bjectifs.– Recueillir l’avis des médecins généralistes concernant les critères de
onne organisation de la sortie d’un service de MPR d’un patient dépendant.
atients et méthodes.– L’ensemble des médecins généralistes du Maine et Loire,
rec¸u un questionnaire demandant d’évaluer en fonction de leur pertinence
4 critères définis à partir des recommandations existantes [1,2,3], de classer les
rois plus importants par ordre décroissant et proposant un commentaire libre.
ous avons analysé pour chaque item la moyenne, l’écart type et la médiane,
t nous avons dégagé les critères les plus importants grâce à une analyse des
réquences de distribution relative.
ésultats.– Cent-quatre médecins généralistes ont répondu sur les 966 sollicités
oit un taux de réponses de 10,77 %. Quatre critères (le contact avec le médecin
raitant par le service de réadaptation, la connaissance de la date de sortie, la
ormation du patient et de sa famille aux gestes de la vie courante, et la listes
es contacts possibles) ont une médiane supérieure à neuf. La proposition de
épit en cas de difficultés à domicile est citée parmi les trois critères les plus
ertinents.
iscussion et conclusion.– Les critères retenus par les médecins traitants
raduisent d’abord les besoins non spécifiques de coordination ville-hôpital.
ertains sont particuliers au retour à domicile d’une personne dépendante et
’inscrivent dans le contexte du développement de programme d’éducation thé-
apeutique. Il faudrait interroger les autres acteurs du retour à domicile pour
ompléter cette étude et évaluer si la mise en place de ces critères améliore
éellement l’organisation du retour à domicile.
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eference centre for rare diseases, role of physical and
ehabilitation medicine
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he first French national plan for rare diseases led to the creation of 131 centres
f reference.tion Medicine 54S (2011) e169–e177
hese centres are an essential part of the network, they have to:
organise screening and access to diagnosis tests;
increase knowledge on rare diseases;
set recommendations for the care of rare diseases;
assume an expert role for a personalised plan of care and compensation;
initiate and coordinate research on rare diseases;
participate in epidemiological surveillance.
o fulfill these roles, the association of several departments sometimes in distinct
ities has often been necessary.
he choice of the centres of reference took into account the previous activity
nd the notoriety of the potential coordinator. PRM departments had rarely the
pportunity to take the leadership in a centre of reference. Lille is a special case
here the involved teams chose a PRM specialist as coordinator because he
reviously organised the transition between child and adult facilities for many
iseases. A few other PRM departments are officially part of the central core of
reference centre, mainly in neurological diseases.
centre of reference must also manage and coordinate the networks of health
nd socio-medical care providers. Post-acute care and long-term facilities are
herefore first-line partners.
he Centre must also respond to the specific accompaniment needs of people
uffering from rare disease. The plan stressed for the necessity of a strong rela-
ionship between the maisons départementales des personnes handicapées, the
entres de reference and the care network for the people suffering for a rare
isease. A PRM specialist has therefore often been associated.
urthermore, the screening of some of these diseases is made by a diagnosis
e-evaluation of people living in long-term facilities where he PRM specialist is
ften the main contact.
n conclusion, if the plan for rare diseases has not given the opportunity for PRM
o be under the spotlight, our specialty participates in the good functioning of
any centres of reference.
oi:10.1016/j.rehab.2011.07.483
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ealth networks: Theoretical basis, history, evaluation and
erspectives
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xperiments of teamwork and coordination between professionals in community
edicine date from the 1980s’. In 1996, hospitals were authorized to create or
nter such networks.
t took a long time before an official definition of health networks was worked
ut. The 4th of March 2002 act, related to patients’ rights and the quality of the
ealth system, officially established their aims and their perimeter.
he creation of special financial funds (FAQSV, DNDR, FIQCS) allowed the
umber of networks to increase.
ealth networks have now acquired a sound experience in the coordination of
